been reported in systemic lupus erythematosus by Kabir & Malkinson (1969) , but there seems to be no record to date of calcification in subcutaneous fat.
The unusual feature of the patient's disease has been the severity of the vasculitis in hands and feet and one could speculate that this might have played some part also in the fat necrosis. Another possibility is that this is the early phase of lipodystrophy, sometimes associated with nephritis (Williams et al. 1972 Miss N M, aged 29. West Indian midwife History: First seen on 27 December 1972 with a fever of 103'F (40°C) and tenderness over the left sacroiliac joint but no other abnormal findings. One sister had sarcoid.
The patient had developed persistent backache in April 1972. In July 1972 an X-ray confirmed left sacroiliitis. ESR 12 mm in 1 hour (Westergren). In September 1972 anterior uveitis was treated with betamethasone drops and a mydriatic; subsequently prednisone 20 mg daily was started. ESR 47 mm in 1 hour. In November 1972 a diagnosis of ankylosing spondilitis was made on the grounds of unilateral sacroiliitis and uveitis. Prednisone was stopped. The patient has noted fever up to 105°F (41°C). Investigations: Hb 10.5 g/100 ml, WBC 39000 with lymphopenia, ESR 110 mm in 1 hour. Liver function tests normal. Brucella and salmonella agglutinins negative, blood cultures negative. Chest X-ray showed a small lesion on the left upper zone with diffuse ill-defined borders and diffuse small opacities throughout both lung fields (confirmed on tomography, Fig 1) . Routine microscopical screening for AFBs in EMU's, sputum, gastric washing and HVS negative. Mantoux positive to 1:10000. X-rays of the pelvis, including tomography, confirmed the left sacroiliitis (Fig 2) . The right sacroiliac joint appeared normal.
A diagnosis of miliary tuberculosis was suspected in view of the pyrexia, unilateral sacroiliitis, uveitis and chest lesions. Because of negative AFB smears, a liver biopsy was performed. This showed the presence of granulomata with typical giant and epithelioid cells. No caseation or acid-fast bacilli were seen.
The patient was started on streptomycin, isoniazid and rifampicin and a week later the left sacroiliac joint was explored by Mr N H Harris, at St Charles's Hospital, when a large abscess cavity was found. Histology of synovial membrane showed epithelioid and giant cell tubercles similar to that seen in the liver but in addition acid-fast bacilli were identified. 
Discussion
The predominant complaint was of unilateral left sacroiliac pain; its persistence should have suggested an infective etiology. Tuberculosis arthropathy has become uncommelon in the wester hemrisphere since the introduction of antituberculosis therapy. The Campbell Clinic (1970) reported only 8 cases in 32 445 orthopaedic patients. In pulmonary tuberculosis the incidence of arthritis had fallen from 4 % to less than 0.5 % (Rosencrantz et al. 1941 , West Tennessee Chest Hospital 1970 . While the disease is usually confined to one joint, involvement of a sacroiliac joint is rare. In the present case it is probable that introduction of steroid therapy led to dissemination of the disease. In an autopsy study of miliary tuberculosis the diagnosis failure rate has more than doubled (Jacques & Sloan 1970) .
Tuberculosis chemotherapy has improved the prognosis on joint disease and surgical intervention can be avoided in suitable cases (Wilkinson 1969) . In our case drainage resulted in the immediate relief of pain.
